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The bylaws of The Society for Vascular Surgery 
(SVS), as accepted at its founding in 1947, included in 
its objects, "To encourage hospitals to develop special 
training for young surgeons in this field." It is 
commendable that our forefathers recognized the 
importance of the training of residents in vascular 
surgery. During the first 22 years of our history, 
however, little can be found in the minutes of our 
society or in the presentations at the annual meetings 
regarding the training of vascular surgeons, and even 
less can be found about he certification of vascular 
surgeons. During the first 22 years, considerable 
changes had occurred in vascular surgery. For ex- 
ample, the only operative procedures discussed at the 
first meeting of the SVS in 1947 were femoral vein 
ligations, ligation and stripping of the greater saphe- 
nous vein, portacaval shunts, lumbar and thoracolum- 
bar sympathectomies, and correction of coarctation 
of the aorta. In 1969 papers were presented on distal 
tibial bypasses, aortoiliac endarterectomies, f moro- 
femoral and axillofemoral bypasses, microsurgical 
operations, thoracic and abdominal ortic aneurysm 
resections, carotid endarterectomies, andsplenorenal 
shunts. A survey was made of the number of arterial 
operations performed inAmerican Hospital Associa- 
tion hospitals in 1969.1 The estimated numbers of 
operations performed were 20,000 femoropopliteal, 
17,000 aortoiliac, 16,000 carotid, 16,000 aortic 
aneurysms, and 4000 renovascular, for a total of 
73,000 procedures; almost none of these procedures 
were being performed in 1947. 
C. Rollins Hanlon chose "Standards in Vascular 
Surgery" for the title of his presidential ddress to the 
SVS in June of 1969.2 He stated, "As specialists we are 
characteristically striving for individual excellence in 
our specialty, which implies rigid standards for entry 
into the profession, stern demands on training pro- 
grams and rejection of individuals who fall below the 
norms during or after the course of their training." 
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Hanlon's remarks suggested that some surgeons were 
falling below norms, and challenged us to "strive 
toward the incredible standards of excellence of our 
forebears." 
Edwin J. Wylie, as president of the North Ameri- 
can Chapter of the International Cardiovascular So- 
ciety (NMCVS) and future president of the SVS, gave 
his address on "Vascular Surgery: A Quest for Excel- 
lence" at the NAICVS meeting in 1970. 3 His speech 
was based on his experience as a pioneer vascular 
surgeon, teacher of general surgical residents and 
vascular fellows, chief of a vascular fellowship, con- 
sultant for peer-group review committees, and replies 
from questions to former esidents, former fellows, 
and surgeons from other regions in the country. He 
identified three groups of surgeons who performed 
vascular surgery. The first group included those whose 
formal training included extensive xperience in vas- 
cular surgery or older surgeons already in practice at 
the beginning of the current era of vascular surgery 
who acquired the necessary skills by dedicating a
major segment of their practice to vascular surgery. 
The second group were self-declared vascular sur- 
geons who were motivated by self-interest rather than 
acquired skills. The third group included surgeons 
proficient in general surgery who only occasionally 
performed vascular operations. Dr. Wylie believed 
that in both the second and third groups surgical 
indications were often ill-founded and that the fre- 
quency of disastrous complications was appreciably 
higher than in his own practice. Dr. Wylie suggested 
that the standards of excellence for vascular surgery 
could be reached by the establishment of residency 
training programs within or after a general surgical 
residency, the criteria of which were established by 
members of the vascular societies. "Those criteria 
would identify centers whose graduates when certi- 
fied by the American Board of Surgery (ABS), would 
also be certified as proficient in vascular surgery." Jack 
A. Cannon, in his NAICVS presidential ddress in 
1971, recorded examples of poor judgment in the 
surgical management of patients with peripheral vas- 
cular, coronary artery, and carotid artery diseases, 
which he attributed to lack of proper training or an 
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operation by an "occasional vascular surgeon. ''4 He 
supported Dr. Wylie's recommendation that training 
programs in vascular surgery should be established. 
During the latter part of the 1960s, many people, 
including President Lyndon B. Johnson, believed 
that here was a need to improve the quality of medical 
care in the United States. The major target was on 
patients with cancer, heart disease, and stroke. A law 
was passed in 1965 that established the Regional 
Medical Program Service. This service supported the 
establishment of the Inter-Society Commission for 
Heart Disease Resources (ICHD) under the auspices 
of the American Heart Association. The ICHD was 
charged with the development of guidelines for medi- 
cal facilities in the prevention, treatment, and reha- 
bilitation of patients with cardiovascular diseases. In 
1969 a committee consisting of Drs. William Blais- 
dell, John H. Foster, and myself was asked by the 
ICHD to identify the optimal resources required for 
the performance ofhigh-quality vascular surgery. The 
first draft of the report was circulated to more than 54 
consultants, of whom 25 had been, were, or later 
became presidents of the SVS or the NAICVS. Their 
comments and suggestions were very helpful to the 
committee. The committee believed that the presi- 
dential addresses of Wylie and Cannon and the 
numerous discussions with the consultants and other 
surgeons had provided ample evidence that a consid- 
erable amount of suboptimal vascular surgery was 
being performed in the United States. 3,4 A survey of 
the American Hospital Association that documented 
that fewer than 10 of the common vascular operations 
per year were being performed in 63% to 88% of 
hospitals provided apossible reason for these subop- 
timal results) In addition, good evidence xisted that 
most general surgery residencies did not provide 
adequate xperience in vascular surgery. With the 
cooperation ofthe Conference Committee on Gradu- 
ate Education, the operative records of 83 residents 
who completed their general surgical residencies in22 
major university hospitals or clinics in 1969 were 
reviewed. Only 19 residents from nine institutions 
believed that hey assumed enough responsibility that 
they were the surgeon on 40 or more arterial recon- 
structive procedures. 5 In addition, 50 residents per- 
formed fewer than 20 vascular reconstructions during 
their training, and 31 had performed fewer than 10. 
For all of these reasons, it was the committee's 
opinion that "The factors most responsible for the 
quality of vascular surgery are the judgment and 
technical skill of the surgeon, both developed through 
properly supervised training and experience. ''6 The 
"essentials" for a vascular surgical training program 
were defined. The committee's recommendation was 
that the certifying bodies (the ABS and the American 
Board of Thoracic Surgery [ABTS]) or a subboard of 
either or both boards "develop examinations for 
competency in vascular surgery as the most objective 
way of assessing qualifications for this surgical spe- 
cialty." 
The executive council of the SVS met in Philadel- 
phia June 17,1971, with Dr. F. Henry Ellis presiding. 
The council had discussed the desires of Dr. Ellis, Dr. 
Jack A. Cannon, president of the NAICVS, and 
Edwin J. Wylie, past president of the NAICVS, to 
"find out what is being done in establishing standards 
for training and proficiency in Vascular Surgery." 
After a discussion, Dr. Ellis appointed Dr. Keith 
Reemtsma from the SVS to join Dr. Wylie, who was 
appointed by the NAICVS, to study the problem. The 
committee on optimal resources for vascular surgery 
communicated frequently with Dr. Wylie and Dr. 
Reemtsma during the preparation oftheir report. An 
abstract of the completed report was submitted and 
accepted for the regular program of the 1972 meet- 
ing, with the knowledge that the full report would 
appear in Circulation in August 1972. Dr. Richard 
Warren published the report in the December 1972 
issue of the Archives of Surgery. In the foreword, Dr. 
Warren explained his actions with the statement, "As 
he peruses it, the reader will understand why. Its 
message needs the widest circulation possible. ,,7 
The 1972 council meeting of the SVS was held in 
Carmel, Calif., and for the first time was attended by 
President Charles Rob and Secretary John Foster of 
the NAICVS as guests. Keith Reemtsma submitted 
the report of the vascular surgery committee. He 
indicated that 1 week earlier the ABS had approved a 
mechanism for certifying special competence in spe- 
cific disciplines and intended to apply it to pediatric 
surgery. He presented a resolution that he and Jack 
Wylie had prepared. The resolution, which was dis- 
cussed and eventually approved by both Societies, 
stated: 
Whereas: the rapid expansion ofthe field of vascular 
surgery and its broad range of special expertise have 
reached a dimension difficult o encompass in the 
scope of many four-year p ograms ingeneral surgery, 
and whereas: the acquisition of particular skills in 
diagnostic methods and surgical technique are neces- 
sary prerequisites forthe delivery of optimum care in 
vascular surgery, and whereas: the IHCD through its 
vascular surgery subcommittee has now defined stan- 
dards of training and experience toassure optimum 
delivery of surgical care in this specialty, and whereas: 
the ABS and the American Board of Internal Medicine 
have set a precedent for certifying special competence 
in specific disciplines and whereas: the American 
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Surgical Association (ASA) has in 1972 resolved that 
other areas of surgical endeavor require specialized 
training and has recommended that proficiency in the 
areas be recognized under the aegis of the ABS by the 
issuance of certificates ofspecial competence; There- 
fore be it resolved that the Society for Vascular 
Surgery recommend and endorse a certification 
method for recognition of special competence in 
vascular surgery under the aegis of the ABS and that 
the secretary ofthe society be instructed to convey 
this recommendation to the American Board of 
Surgery, the American College of Surgeons (ACS) 
and the American Surgical Association (ASA). 
A committee for "Certification of Special Com- 
petence in Vascular Surgery" to follow through on 
this resolution was appointed by the two presidents, 
to be chaired by Dr. Wylie and to include Drs. 
Cannon, DeWeese, Foster, and Szilagyi. 
As requested inthe resolution, letters were sent o 
the ABS, ACS, and ASA. On November 27, 1972, a 
letter was received from C. Rollins Hanlon, Director 
of the ACS, stating, "I am pleased to inform you that 
the Regents approved 'in principle' the establishment 
of such a certificate for individuals who have been fitly 
trained in general surgery and recommended that his 
be kept under the aegis of the ABS." A letter was 
received ated March 30, 1973, from G. Tom Shires, 
Secretary of the ASA, stating that, "Its council 'has 
recommended to the ABS that consideration begiven 
to a solution which will provide a model for granting 
such certification.'" The ABS discussed the resolu- 
tion at its June 1973 meeting and appointed Dr. 
George Zuidema s the Board's liaison member to 
work with members of the vascular community. Dr. 
Wylie was invited to present a proposal to the June 12, 
1973, meeting of the Board. Because of the overlap- 
ping interest of vascular surgery with cardiac surgery, 
Dr. Russell M. Nelson, as a representative of the 
ABTS, participated in the development of the pro- 
posal. 
Dr. Wylie presented a report of his meeting with 
the ABS at the June 21, 1973, executive council 
meeting of the SVS in Toronto, chaired by president 
Wiley F. Barker. Dr. Jesse E. Thompson, president, 
and Dr. John H. Foster, secretary of the NAICVS, 
also attended as ex officio members, as initiated by a 
constitutional amendment passed by the SVS in 1972. 
Dr. Wylie was pleased to report that the Board 
approved the resolution in principle. However, they 
returned the proposal to Dr. Wylie for a more detailed 
proposal, particularly regarding the "essentials for a 
training program in vascular surgery." 
During the scientific program of the meeting in 
1973, a panel discussion on vascular surgery training 
was presented, s The panel consisted of Drs. Craw- 
ford, Dale, Wylie, and Reemtsma, with Dr. DeWeese 
as moderator. There were presentations bythe panel 
and by several discussants, including Drs. Julian, 
Wesolowski, William Baker, Evans, Curi, Fogarty, 
Rich, LeVeen, John Davis, Robicsek, Connolly, and 
Alfred Humphries. There were descriptions of many 
active training programs inwhich vascular surgery was 
taught, including those with general surgical and 
thoracic surgical training programs, fellowships and 
residencies in hospitals with surgical training pro- 
grams, and those without general surgical training 
programs. Dr. Dale reported on the results of a 
questionnaire s nt to 550 members of the two soci- 
eties, of whom 304 responded. There were 46 fellow- 
ships or residencies for advanced training in vascular 
surgery described. There was an active discussion of 
numbers of cases necessary for a resident to perform, 
ranging from 50 to 500. It was believed that the 
discussion would be helpful to Dr. Wylie and his 
committee in their preparation ofguidelines for "the 
essentials of training programs in vascular surgery" to 
be presented to the ABS. 
Dr. Wylie presented the revised "essentials" tothe 
ABS on June 12, 1974. The Board was still not 
prepared to proceed with establishing certification of 
vascular surgeons. Instead, they established a standing 
committee to be known as the "Committee for 
Vascular Surgery." The purpose of the committee was 
to improve the quality of vascular surgery training and 
practice in the United States by upgrading training in 
this discipline working through the ABS and the 
related residency review committees. The committee 
members were John H. Davis (Chairman); George D. 
Zuidema nd David B. Skinner (ABS); D. Emerick 
Szilagyi, Jesse E. Thompson, and E. J. Wylie (SVS and 
NAICVS); and Sterling W. Edwards (ABTS). The 
committee was to consider the appropriateness of and 
the mechanism for recognition of competence in
vascular surgery and make their recommendations to 
the ABS. Despite what appeared to bca setback to 
some members, the councils of the two societies 
reaffirmed the position that it should cooperate with 
the ABS in hopes of improving vascular surgical 
training and establishing certification for vascular 
surgery. 
A council meeting of the SVS was held in Boston 
in June 1975. For the first time, a joint council 
meeting of the SVS and NAICVS was also held. The 
joint council was chaired by Presidents Russell Nelson 
of the SVS and Allan Callow of the NAICVS. The ABS 
had taken no further actions. 
In May 1976, the vascular surgical subcommittee 
of the ICHD again indicated the need for recognition 
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of quality training programs in vascular surgery and 
for the examination and certification of surgeons with 
special competence in this important surgical disci- 
pline. 9 The report was prcpared by Drs. DeWeese, 
Blaisdell, Foster, Garrctt, and DeWolfe. At the time, 
Dr. Wylic was a member of the executive council of 
the ICHD. 
A joint council meeting was held on June 17, 
1976, and was chaired by Presidents Worthington 
Schenk (SVS) and Frank Spencer (NMCVS). Becansc 
of the lack of action by the ABS, itwas decided that the 
joint council should appoint its own committee on 
vascular surgical training. Thc committee was ap- 
pointed and consisted of Drs. Callow (Chairman), 
Blaisdell, Reemtsma, Thompson, Edwards, and 
DcWeese. 
It was learned subsequently that the ABS on June 
24, 1976, approved the report of the Committee on 
Vascular Surgery of the ABS, which had recom- 
mended that "vascular surgery training could be best 
upgraded by cxamining and certifying (accrediting) 
programs which meet certain minimum standards of 
training." Thesc recommendations were to be for- 
warded to the Resident Review Committee (RRC) for 
general surgery. The ABS also decided that discus- 
sions of certification of special competence in vascular 
surgery were premature and should not be considered 
at this time. Although this was another setback, it did 
clarify the actions ofthg~vascular societies. Three years 
had been spent in developing uidelines for training 
programs, which were really in the province of the 
RRC, not the ABS. At the joint council meeting on 
June 15, 1977, in Rochester, chaired by Presidents 
Jesse E. Thompson (SVS) and John E. Connolly 
(NAICVS), F. William Blaisdell, a member of the ABS 
and RRC, reported that the RRC had accepted in 
principle the recommendations of the ABS and ACS 
and appointed a committee to make the appropriate 
recommendations. The committee was chaired by Dr. 
Blaisdell and also consisted of Dr. Hassan Najafi as a 
representative of the RRC for thoracic surgery and Dr. 
Jesse Thompson as a representative of the joint 
council. Their report included arevised "Essentials of 
a Training Program in Vascular Surgery." Vascular 
surgery training could be obtained through three 
types of programs: (1) As a 12 month component of 
an accredited general surgery program in which the 
year of residency in vascular surgery is preceded by a 
minimum of 3:/2 years of residency in general surgery 
and must be in addition to the minimum require- 
ments for qualification by the American Board of 
Surgery. (2) A vascular surgery residency combined 
with cardiothoracic training the time requirement 
being in addition to the minimal requirements for 
qualification by the American Board of Thoracic 
Surgery. (3) A 12 month free standing supplemental 
program in vascular surgery after the completion of an 
accredited residency in general surgery or thoracic 
surgery . . . .  The resident should have a senior or 
chief resident responsibility in the operative manage- 
ment of a wide range of cases--in the range of 11/2 to 
2 major operations per week. 
The report was approved by the RRC for general 
surgery to be submitted to the appropriate involved 
governing bodies for their approval. 
The joint meeting of the Societies in June 1978 in 
Los Angeles was chaired by Drs. James A. DeWeese 
(SVS) and Sterling Edwards (NAICVS). In his presi- 
dential address, Dr. DeWeese noted that the guide- 
lines may not be perfect but could be modified with 
further discussion. "My plea is for the early orderly 
acceptance of vascular training programs of which 
there are many already in existence--because it is my 
belief that vascular surgery is different. '':1 
The joint council meeting of the SVS and 
NAICVS was held June 27, 1979, in Nashville and 
was chaired by Presidents F. William Blaisdell (SVS) 
and William S. Blakemore (NAICVS). In his presi- 
dential address, Dr. Blaisdell reported that the "es- 
sentials" and "guidelines" had been forwarded to the 
RKC's parent bodies, the ABS, ACS, and the AMA's 
Liaison Committee for Graduate Medical Education 
(LCGME). The LCGME tabled the document on the 
basis of an objection from the ABTS that they believed 
that the guidelines hould be more flexible for meth- 
ods of training vascular surgeons in thoracic surgery 
programs. Dr. Blaisdell stated the it was the recom- 
mendation of both the ABS and RRC for general 
surgery that the joint council consider initiating a 
mechanism for accrediting training programs them- 
selves. 12 The pediatric surgeons had used a similar 
approach that eventually ed to accreditation oftheir 
training programs by the RRC for general surgery and 
certification of special qualifications in pediatric sur- 
gery by the ABS. 12 The vascular committee of the 
joint council, which consisted of Drs. Jack Wylie 
(Chairman), Emerick Szilagyi, Jesse Thompson, and 
Sterling Edwards, also recommendcd that the socict- 
ies proceed with accreditation of training programs 
using the revised "essentials" that they had prepared. 
The joint council and membership voted to proceed 
with the accreditation of vascular surgical training 
programs. A vascular credentials committee was ap- 
pointed by the two Society presidents. It consisted of 
Drs. Wiley (Chairman), DeWeese, Edwards, Garrett, 
and Thompson. Subsequently, the committee was 
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officially named the "Program Evaluation and En- 
dorsement Committee" (PEEC). At the meeting of 
the Joint Council in Chicago in June 1980, which was 
chaired by presidents E. J. Wiley (SVS) and Wilcy 
Barker (NAICVS), Dr. Wiley reported on the activi- 
ties of the PEEC. Twenty-seven applications had been 
received, and 17 programs had been visited by one or 
two members of the committee and had their appli- 
cations evaluated. By 1982, the PEEC had approved 
52 programs. 13,14 
In the fall of 1980 the climate had changed, and 
when a meeting took place between John A. Mannick 
(president of SVS), W. Andrew Dale (president 
NAICVS), H. Edward Garrett, and representatives of 
the ABS, ABTS, and the RRCs for general surgery and 
thoracic surgery, modified guidelines for training 
programs were unanimously approved. 15 It was also 
agreed that membcrs of the RRC for thoracic surgery 
would participate in discussions of vascular surgery 
training programs with the RRC for general surgery. 
In addition, representatives of the ABTS would serve 
on the vascular committee and credentials committee 
of the ABS when applicants for certification i vascular 
surgery were being discussed. These guidelines were 
approved by the appropriate boards and committees. 
The final approval came from the Accrediting Council 
for Graduate Medical Education (ACGME), formerly 
the LCGME, in November 1982. The RRC began 
reviewing programs in 1983 and accredited its first 
programs in 1984. As of June 1995, 71 training 
programs had been approved for the training of 92 
residents. 
The ABS had tabled consideration of certifying 
vascular surgeons in I974. In lune 1977, however, 
they voted to accept he principle that certificates 
could be issued by the board in subspecialties within 
general surgery) ~Directors of the ABS at that time 
included Drs. Mannick, Blaisdell, Fry, Connolly, 
Griffen, and Greenfield. The vascular surgical com- 
mittee of the ABS was reactivated in 1978 under the 
chairmanship of Dr. Wylie and also included Drs. 
Szilagyi, Edwards, and Thompson) 6 Dr. Wylie ap- 
peared before the American Board of Medical Spe- 
cialties (ABMS) for the ~d3S on March 19, 1982. Dr. 
Wylie overcame the resistance of competing societies 
with gentle persuasion, and the ABMS approved the 
application of the ABS with representation from the 
ABTS to grant "Certificates of Special Qualifications 
in General Vascular Surgery." During the negotia- 
tions with the ABS and the ABMS, two changes were 
made in the name of the certificate. "Qualifications" 
replaced "competence," and "general" was placed 
before "surgery." According to Ward Griffen, no 
examination process can measure competence but 
only proper training and knowledge. It is assumed 
that such training and knowledge will be translated 
into competence, and thus the certificate is one of 
special qualifications, not special competence) 6 He 
also said, "it was necessary to add the word 'general' 
to be assured that several other specialty boards would 
vote to approve the certificate. ''16 The concerned 
specialties were apparently urology and neurosurgcry. 
On June 20, 1982, I4 members of the ABTS, ABS, 
and the vascular committee of the ABS passed a test 
prepared by the ABS and became certified. Included 
in this group were Drs. Wylie, Thompson, Connolly, 
Fry, Garrett, Greenfield, Hiebert, Liddle, Malt, Na- 
jail, Stiles, Trunkey, and Urschel. It is only fitting that 
Edwin J. Wylie's certificate isnumbered "1" (Fig. 1. ) 
It was a well-deserved recognition of his 11 years of 
tireless efforts to attain certification of qualified vas- 
cular surgeons. Unfortunately, his untimely death a 
few weeks later, on September 2, 1982, prevented 
him from observing the positive ffects of his contri- 
bution. Jesse Thompson, whose certificate is num- 
bered "2," was also very instrumental in establishing 
certification and has continued to contribute to 
vascular surgery. 
Yearly written examinations have been given since 
1983, and since 1986 oral examinations have been 
given. As of June 1995, 1527 diplomates have re- 
ceived certificates of either Special (895) or Added 
(632) Qualifications in General Vascular Surgery. 
Written recertifying examinations have been given 
since i991, and as of October 1995, 543 diplomatcs 
have been recertified. 
For 11 years, the SVS and the North American 
Chapter of the International Society for Cardiovas- 
cular Surgery (ISCVS-NA; in 1981 the International 
Cardiovascular Society name was changed) had 
worked toward the accreditation of vascular surgery 
training programs and the certification of vascular 
surgeons. During the time that the ABS and RRCs 
first began certifying and accrediting, there were 
significant growing pains. A joint council meeting was 
held in San Francisco in June 1983 and was chaired by 
presidents John l- Bergan (SVS) and William J. Fry 
(ISCVS-NA). A number of concerns regarding the 
process for granting accreditation and certification 
were expressed. As a result, an ad hoc committee on 
vascular training and certification was appointed un- 
der the chairmanship of Dr. Andrew Dale and con- 
sisted ofDrs. Veith, Ehrenfeld, Fry, and Mannick. The 
committee reported to a special meeting of the joint 
council on October 22, 1984, chaired by Anthony M. 
Imparato (SVS) and James A. DeWeese (ISCVS-NA). 
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Fig. 1. American Board of Surgery Certificate No. 1 in General Vascular Surgery. 
The committee xpressed great concern regarding: 
(1) representation on the ABS and RRC; (2) the 
regulation that did not allow a general surgical resi- 
dent and a vascular surgical resident on the same 
service; (3) the use of case numbers to determine 
qualifications for taking the certifying examination 
and not allowing all residents from accredited pro- 
grams to take examinations. They requested submis- 
sion of an early report on the joint council's actions to 
the membership of the two societies before the annual 
meeting because of the generalized concerns of the 
members. 
A letter was sent to Dr. Hiram C. Polk, Chairman 
of the RRC, on January 2, 1985, from the two 
presidents and described the concerns of the vascular 
community. As a result, Drs. Imparato and DeWeese 
were invited to attend the RRC meeting on February 
16 in Dallas. There were also communications with 
directors of  the ABS (Drs. Garrett, Thompson, and 
Sheldon) and the recently appointed Secretary of the 
ABS, Ward O. Griffen, Jr., who was also a member of 
the SVS and ISCVS-NA. Drs. Imparato and DeWeese 
were also invited to a meeting of the credentials 
committee of the ABS in April 1985. A special 
meeting of  the joint council was held on April 27 in 
New Orleans for discussions of  the status of accredi- 
tation and certification as well as the new]ournal. As 
requested by Dr. Dale's committee, a report on the 
status of their concerns was sent to the membership 
on May 24, 1985, to acquaint them with the status of 
the joint council's negotiations with the ABS and 
RRC)  7 
At the June 5, 1985, joint council meeting a 
committee ntitled "Advisory Committee on Certi- 
fication and Accreditation" (ACCA) was appointed to 
replace Dr. Dale's ad hoc committee as they had 
suggested. The committee was to be available for 
consultation on all aspects of vascular surgery certifi- 
cation and accreditation. The initial members were 
Presidents Callow (SVS) and Johnson (ISCVS-NA), 
Secretaries Ernst (SVS) and Barnes (ISCVS-NA), and 
at-large members Imparato, Fry, and DeWeese 
(Chairman). The committee met with representatives 
of the ABS and RRC on June 5, 1985, and January 5, 
JOURNAL OF VASCULAR SURGERY 
Volume 23, Number 6 Accreditation and certification 1049 
1986. It also had frequent committee meetings and 
telephone conferences. Committee members had 
responded to many requests for assistance in becom- 
ing qualified for the examination. Many were requests 
from individuals who were not in any vascular socie- 
ties. All letters were answered with advice and instruc- 
tion in the appeal process to the ABS or ACGME. The 
requests for assistance markedly decreased in 1987 
and 1988, and the committee was disbanded in1988. 
Many actions of the ABS and RRC affecting 
vascular surgery have occurred since formal certifica- 
tion and accreditation began. It is hoped that some of 
the positive changes have been influenced by the two 
vascular societies. The changes that have occurred 
that have affected the concerns of Dr. Dale's commit- 
tee will be reviewed. 
Representation on the ABS 
In 1985 the ABS voted that the joint council 
become a participating member of the ABS, which 
entitled its members to nominate a replacement for 
Jesse Thompson when he completed his term in 
1986. Other participating organizations may choose 
to nominate vascular surgeons, sometimes at the 
request of the ABS. During our formative years, 1972 
to 1983, 86 individuals served on the ABS, of whom 
28 were members of the societies, and of whom eight 
were active on the councils of the two societies. Dr. 
Fry served as chairman of the ABS from 1980 to 
1982. Since 1983 there have been more than 58 
members of the ABS, of whom approximately 10 were 
members of the SVS or ISCVS/NA, but only four 
were active on the councils of the two societies. The 
joint council director also served on the Vascular 
Surgery Committee and Credentials Committee of 
the ABS along with a representative from the ABTS. 
Dr. Calvin B. Ernst is the current joint council ABS 
director. From 1984 to 1992 the joint council nomi- 
nated consultants toa seven-member Vascular Exami- 
nation Committee, which assists in the preparation of
the written and oral examinations, and the joint 
council also nominated guest examiners for the oral 
vascular examination. Since 1992 the Vascular Sur- 
gery Committee of the ABS has made these appoint- 
ments. Current ABS directors of the Vascular Surgical 
Committee are Drs. Ernst (Chairman), Dean, Ruth- 
erford, and Palrolero. 
Requirements for admission to 
certifying examination 
The training requirements e tablished in 1983 
were either: (1) satisfactory completion of a PEEC- 
endorsed fellowship before June 30, 1985; (2) saris- 
factory completion of a residency program in general 
vascular surgery that has received formal accreditation 
by the ACGME; or (3) for surgeons who had not had 
approved training, dedication to general vascular 
surgery before July 1, 1978, and for 5 or more years 
since completing a general surgical or thoracic resi- 
dency. The last requirement would be acceptable until 
June 30, 1989. The "specific" requirements were 
standard requirements ofall boards except for those 
related to case and contribution requirements. Appli- 
cants were required to submit a list of approximately 
100 major vascular reconstructive procedures within 
a 12-month postresidency in-practice period. They 
also were required to submit evidence of "special" 
contributions tovascular surgery as researchers, pub- 
lishers, teachers, participants in societies, or improvers 
of vascular surgery in their local community. 
Despite the objections of the ACCA, these "spe- 
cific" requirements remained intact for surgeons 
seeking "special" qualifications with PEEC-approved 
training or 5 years of experience who submitted their 
applications before June 30, 1989. One change that 
occurred in training requirements was a result of 
discussions with the ABS. In 1985 the deadline for 
eligibility for the certifying examination for residents 
from PEEC-approved programs was extended from 
June 30, 1985, to June 30, 1986, if the PEEC- 
approved program was still in the process of seeking 
approval of ACGME accreditation June 30,1986. 
Representatives of the ABS had also assured the 
societies that the controversial "specific" require- 
ments were only guidelines and could be reduced for 
applicants whose other credentials were very strong. 
As a member of the Credentials Committee of the 
ABS from 1986 to 1991, I can attest o this consid- 
eration. Of 23 surgeons who appeared before the 
Credentials Committee for an informal appeal in 
1986, 11 were granted approval to take the examina- 
tion. Another action of the ABS eased the eligibility 
requirements for those applicants who had completed 
ACGME-accredited training programs. The ABMS 
in March 1985 proposed that no more boards or 
subboards be established. They suggested, however, 
that some boards might wish to offer "Certificates of 
Added Qualification" inspecial areas of interest. The 
ABS in 1986 offered applicants from ACGME accred- 
ited programs the opportunity oapply for certificates 
in either "Special" or "Added" qualifications. Appli- 
cants for "Added" qualifications could be admitted 
directly to the qualifying (written) examination with- 
out a case requirement if they had satisfactorily 
completed an ACGME-accredited program and re- 
ceived an unqualified favorable ndorsement from the 
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program director. After successful completion of the 
written examination and the performance ofapproxi- 
mately 50 major vascular reconstructions, the candi- 
date could apply for the certifying (oral) examination. 
The ABS also accepted a suggestion of the ACCA that 
individuals in ACGME-accredited programs the year 
before the program was accredited should be consid- 
ered to have training qualifications for taking the 
qualifying written examination. The RRC was even 
more lenient. On March 6, 1986, the RRC adopted a
policy that initial accreditation of a vascular surgery 
residency program would be considered retroactive to 
accredit the training of those fellows that were in the 
program at the time the application was submitted. 
Representation on the RRC for general surgery 
The ABS, AMA, and ACS each nominate four 
members to the RRC. Other organizations are not 
eligible to nominate members. The RRC can request 
the parent bodies to include a vascular surgeon in their 
nominations. From 1982 to 1995 there were more 
than 39 different members of the RRC. Eight of the 
members were members of the SVS, the ISCVS, or 
both, and only one had ever been on the council of 
either society or a program director. Representatives 
of the RRC for thoracic surgery attend the meetings 
of the RRC for general surgery when vascular surgery 
issues are being discussed. The ABS recently approved 
a plan to alternate with the ACS in nominating 
vascular surgeons to the RRC on a 6-year rotating 
basis. 
Types of  programs eligible for accreditation 
The "essentials" for accredited general vascular 
surgical residencies in 1983 included four types of 
programs. One type was a component of a general 
surgical program in which the 12 months of general 
surgery followed 31/2 years of general surgery, and the 
assignments satisfied requirements for both general 
surgical and vascular surgical residencies. The require- 
ment that the program be at least 51/2 years in length 
and a subsequent dccision that no more than 4 
months of the final year of the general surgical 
rcsidency could be in vascular surgery made continu- 
ation of this typc of program, including our own, 
impractical, and thus was dropped from the "essen- 
tials" in 1991.18 Another type of program was a 
combined general surgery and thoracic training pro- 
gram in the same institution, which had been dropped 
from the "essentials" in 1989. A vascular surgical 
residency after a residency in general surgery, thoracic 
surgery, or both, and a vascular residency that was a 
component of an extended cardiothoracic residency 
in addition to 7 years of general surgery and thoracic 
surgical training are the two types listed in the 1992 
and 1995 "special" requirements. The 1983 "essen- 
tials" include a statement that "general vascular 
surgery program should not result in removal of 
patient material or operative xperience required in 
the core general surgical program." The fear of some 
general surgeons that this would occur was lessened 
by the report of Perler and Zuidema, which found 
that "among the majority of institutions tudied 
vascular fellowships have not adversely affected gen- 
eral surgical training and often enhanced it. ''i9 
Restrictions for general surgical and vascular 
surgical residents on the same service 
The "essentials" of 1983 do not include any 
statement regarding general surgical and vascular 
surgical residents being on the same service. Despite 
this, program accreditation was being withheld for 
that reason. This led to a special newsletter f om the 
RRC on December 19, 1984, that stated that "resi- 
dents in surgery in the chief or final year cannot rotate 
on the same service with a special t ra inee. . ,  without 
prior approval of the RRC." Despite the objection of 
many directors of vascular surgery training programs, 
this policy remained in effect, and even stricter guide- 
fines were published. Finally, there was a change in 
climate on the RRC. The 1991 and 1995 "special" 
requirements for vascular surgical residencies omit 
any statement regarding concurrent resident assign- 
ments, and the requirements were modified. How- 
ever, the special requirements for all postgraduate 
fellowships in special areas, which include vascular 
surgery in 1991, do still indicatc that as a rule 
concurrent assignment of general and vascular sur- 
geons to the same patients is not allowed, and if two 
residents crub on one patient only one can claim 
credit, preferably the resident responsible for the 
preoperative and postoperative care of that patient. 
The program requirements for residency education of 
all subspecialties approved by the ACGME ha June 
1992 and effective July 1995 again state that general 
and vascular residents may not have primary respon- 
sibility for the same patient. They finally recognized 
that a vascular resident may be a teaching assistant for 
other than a chief resident. They also again stated that 
the presence of a vascular esident should not ad- 
versely affect the operative experience or patient 
responsibilities of the general surgical resident. 
Failure to accredit all PEEC programs 
The ACCA did have communications with some 
programs that had been approved by the PEEC but 
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not allowed to apply for ACGME accreditation. Most 
of  these programs were not considered to have met 
the 1983 entry essential requirements that stated that 
the program must be based 
within an institution approved for graduate education 
in general surgery and/or thoracic surgery and also in 
the disciplines particularly related to surgery, namely 
medicine, radiology and pathology. Programs are 
approved only as an integrated part of and adminis- 
tratively attached to the approved core program in 
general surgery or thoracic surgery. 
The plight of  these freestanding residencies was 
eloquently described by Dr. Herbert Dardik. 2° By 
means of a questionnaire sent to directors of free- 
standing and ACGME-approved programs, minor 
programmatic differences were found, but graduates 
of  the two types of  programs were similar in most 
respects that describe patterns of  practice. In addition, 
most of  the graduates of  freestanding programs who 
finished their training in PEEC-approved programs 
before June 30, 1986, and took the vascular surgical 
examination passed the examination. Dr. Friedman's 
response to Dr. Dardik indicated that the RRC had 
considered the problem but "continued to insist on a 
link between the vascular and general surgical pro- 
gram. ''21 In 1992, however, they rescinded the re- 
quirement for the presence of  internal medicine, 
radiology, and pathology residencies in the same 
institution. This may allow some freestanding pro- 
grams to be eligible for ACGME accreditation, is 
At least one PEEC-approved program was in a 
situation where a vascular surgical program was in a 
hospital affiliated with a core general surgical program 
that also had a vascular surgical residency. The RRC 
issued a policy statement in a December 9, 1984, 
newsletter that two vascular surgical residencies 
would not be allowed in the same core program and 
included the same ruling in the 1987,1991, and 1995 
requirements. 
Should there be an American Board o f  Vascular 
Surgery and an RRC for vascular surgery? 
In the minutes of  the council meeting of the SVS 
held in President Earle B. Mahoney's uite in Atlantic 
City, N.J., in June 1963, appears a "Recommendation 
that the Society places itself on record as not favoring 
the formation of an American Board of Vascular 
Surgery." No discussion is recorded. Apparently of  
more concern to the Society at that time was the 
"Recommendation that the Council review each year 
the financial balance of  the Society and place a ceiling 
on the cost of  the Society's cocktail party." During the 
frustrating years between 1972 and 1980, the steps 
toward certification and accreditation were very 
short. There were sometimes discussions behind 
closed doors of  taking more direct action. In the end, 
the minutes of  the council would express the senti- 
ments of  the 1963 council and reaffarm its desires to 
continue to work through the ABS and RRC. In 1983 
it appeared that the goals had been reached. In 1984 
the frustration of some surgeons with gaining certi- 
fication and the frustration of others with accrediting 
of their programs resulted again in unrest. One 
member of  the society even delivered a detailed plan 
for the establishment of  a new Board of  Vascular 
Surgery. 
Although things did smooth out, enough concern 
still existed with where we were going that in 1990 the 
SVS Critical Issues Forum included apanel discussion 
on "Should Vascular Surgery Become an Indepen- 
dent Specialty? ''22 Paul Fricdrnan--chairman of  the 
RRC, chairman of a department of surgery, and a 
vascular surgeon--described the process for the de- 
velopment of an independent specialty that falls under 
the purview of  the ABMS for certification and the 
Council on Medical Education of the AMA for 
accreditation. 23 These two organizations nominate 
members of  the Liaison Committee for Specialty 
Boards, which receive applications for the develop- 
ment of  a new board. I f  a certifying board is estab- 
lished, an application for development of an accred- 
iting program (RRC) can be submitted to the 
ACGME. The last new independent board that was 
created was the specialty of emergency medicine in 
1979. Another option is for the specialty to develop an 
independent certifying board not recognized by the 
ABMS and also begin an accreditation process imilar 
to the PEEC of  the societies. Dr. Friedman pointed 
out that this strategy carries significant legal prob- 
lems, including antitrust considerations and the po- 
tential for liabilities. He concluded with, "The system 
may need some improvement but in my view it 'ain't 
broke' and should not be fundamentally changed at 
this time. ''23 
Dr. George Sheldon, past Chairman of the ABS 
and member of the RRC, had been very helpful to the 
societies in the growing pain period of  1983 to 
1985. 2~ He presented ata comparing peripheral 
vascular operations performed by general surgery 
residents in institutions with and without PEEC- 
approved or ACGME-approved vascular programs. 
His findings support the conclusion of Perler and 
Zuidema that vascular esidencies did not adversely 
affect he general surgical training and often enhanced 
it. 19 He did not approve of any change in the current 
arrangements. Dr. Robert W. Barnes, general surgical 
JOURNAL OF VASCULAR SURGERY 
1052 Accreditation and certification lune 1996 
and vascular surgery program director and member of 
the RRC, pointed out that although the average num- 
ber of major vascular cases performed by general sur- 
gical residents had increased to about 50 cases, the 
70th percentile xperience was 70 cases and the 10th 
percentile xperience was only 14 cases. 2s In a report 
on vascular surgical training of general surgeons, Dr. 
Calvin B. Ernst wrote that manpower studies have 
indicated that there are not enough certified vascular 
surgeons to perform all vascular operations done in 
the United States. 26 The authors of "Guidelines for 
hospital privileges in vascular surgery ''27 understood 
this and indicated that approximately 70 major arte- 
rial reconstructions might be sufficient experience for 
a general surgical resident to qualify for hospital privi- 
leges. H. Brownwell Wheeler--program director for 
general surgery, member of the ABS, and vascular 
surgeon--indicated, however, that only 30% of recent 
graduates of general surgery residency programs per- 
formed 70 major vascular operations and would be 
qualified to receive vascular privileges. 28 He also 
pointed out that the ABS considers vascular surgery 
one of the primary components of general surgery. 
The lack of adequate experience during general surgi- 
cal training by the majority of residents does not jus- 
tify the belief of many that board-certified general sur- 
geons, by definition, also are vascular surgeons. Nei- 
ther Dr. Barnes nor Dr. Wheeler thought hat there 
was a need to establish an independent specialty. 25'28 
They did believe that there was a need for a revision of 
our surgical training programs. They both believed 
that there should be a core program in general surgery 
from which individuals interested in specific subspe- 
cialties uch as vascular surgery could have more expo- 
sure to vascular surgery. For those who wish to prac- 
tice general surgery and vascular surgery, the final year 
should be tailored to their needs to assure them the 
experience of at least 70 major vascular econstruc- 
tions. Dr. Ernst had previously suggested that not all 
general surgery residents require or even desire vascu- 
lar surgical training. 26 He suggested that valuable 
teaching material be focused on general surgeons des- 
tined to practice general surgery with a vascular sur- 
gery component. The postresidency ACGME- 
accredited residencies would continue to be available 
to those who desired further advanced training. The 
program would require flexibility in its "equivalency 
of training" rule, which for the past several years has 
prevented innovative training programs from exist- 
ing. After the Critical Issues Forum presentations 
there was a lively discussion, but I did not hear anyone 
propose that vascular surgery has come of age enough 
that it should become an independent specialty. 22 
Several leaders of our societies have gone on 
record as favoring a continued tight relationship with 
the ABS and RRC.  11-14,17 20,29 32 Some of these leaders 
believe that the present relationships are fine with 
minor changes. Some believe that shortening of the 
core experience in general surgery before entering 
vascular surgical training is possible. 25,2s Most vascu- 
lar surgical program directors agree that they could 
accept strong residents with less than 5 years of 
general surgery if the residency was restructured? a 
Some thoracic surgeons hare that belief. There are 
also leaders in our societies who believe that vascular 
surgery is not being adequately recognized as a 
"specialty" by the current regulatory bodies? 4 It is 
my prediction that in time vascular surgery will have 
an independent board. It may take a while. After close 
affiliation with the ABS it took plastic surgery 3years, 
colon and rectal surgery 14 years, and thoracic sur- 
gery 23 years to establish this independence. 
In my opinion, accreditation of vascular surgical 
training programs and certification of vascular sur- 
geons has contributed greatly to the improved eliv- 
ery of optimum care to patients with vascular disease. 
This fulfills the proclaimed aim of the two societies in 
the resolution proposed by Drs. E. J. Wylie and Keith 
Reemtsma at the June 1972 meeting in Carmel, Calif. 
May continued improvements in the quality of care of 
vascular patients be fostered by other activities of the 
SVS, which are ably covered in other contributions to 
this special issue of  the Journal. 
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